Usually, the recommended IV-PCA regimen of fentanyl is 10-20 mg for bolus dose and 4-10 minutes of lockout interval [2] . Use of continuous maintenance infusion was not recommended for fentanyl IV-PCA. In their study, the PCA formulation contained 25 mg/kg fentanyl diluted to 100 mL in normal saline. The bolus volume was 0.5 mL with 10 minutes of lockout interval, and the maintenance rate was set at 0.5 mL/hr. For example, a patient weighing 50 kg received 6.25 mg of fentanyl as bolus dose with a maintenance rate of 6.25 mg/hr of fentanyl according to their IV-PCA regimen. Compared with the recommended regimen, the regimen in their study might be insufficient to provide adequate analgesia for their patients.
Second, their pharmacologic effect of tramadol may affect the results of the study. The authors said that tramadol is an anti-inflammatory drug, but it is not. Tramadol is a synthetic opioid that has weak m agonist activity and inhibits reuptake of sero tonin and norepinephrine [3] . Actually, the most common ad verse side effects of tramadol are dizziness, nausea, vomiting, seda tion, and constipation [3] . There was an interesting study showing that tramadol based PCA had more postoperative nausea and vomiting (PONV) than opioid based PCA, which had a comparable analgesic effect [4] . In the study of Choi et al. [1] , the results of the incidence of PONV being significantly higher in PCA group than in the non-PCA group might have been influenced by tramadol as rescue analgesics. The interaction between tramadol and fentanyl was highly suspicious for the cause of higher incidence of PONV in IV-PCA group.
In conclusion, even minimally invasive colorectal surgery is not free from severe postoperative pain, and the severe pain lasted for 2 days postoperatively under their insufficient pain management in this study. We agree that opioid-based IV-PCA has some limitations because of its adverse effect. More over, opioid-based IV-PCA is not the only modality for postoperative analgesic management and alternative stra tegies including epidural PCA rather than opioid based IV PCA have been recommended in early recovery protocol. But the most important thing is that patients who undergo minimally invasive colorectal surgery have severe pain in the early postoperative period, and they have the right to receive adequate postoperative pain management. Opioid-based IV-PCA can be omitted in patients undergoing laparoscopic surgeries for colorectal cancer. However, other alternative strategies such as combination of IV and regional analgesia, namely multimodal analgesia, should be considered to provide adequate analgesia for the patients.
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